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In their paradigm-shifting study, Stein and Test (1) devel-
oped and evaluated a community mental health treatment
model for people with serious mental illness that became
known as assertive community treatment (ACT). Their ap-
proach challenged many standard practices and beliefs in
psychiatry. Based on earlier work, they had concluded (2)
that hospital training programs to prepare patients for com-
munity living after discharge were ineffective, and that pro-
viding training and support within community settings after
discharge was far superior. The principle of in vivo assess-
ment, training and support became a cornerstone of the
ACT model. With the locus of contact in the community,
ACT used assertive outreach to engage clients who were
reluctant to keep appointments at a clinic.

Another critical ingredient of the ACT model was a
holistic approach to services, helping with illness manage-
ment, medication management, housing, finances, and
anything else critical to an individual’s community adjust-
ment. ACT services included assistance in routine practical
problems in living, such as shopping and using public trans-
portation. Along with the focus on the client’s immediate
needs and personal goals, the shift in service delivery to
community settings dramatically increased client engage-
ment in and satisfaction with mental health services (3).

Drawing on their experience on hospital treatment teams,
Stein and Test formulated the ACT model as requiring a
multidisciplinary team of mental health professionals, pro-
viding intensive, timely, and personalized services, facilitat-
ed through frequent team meetings to review treatment
plans and services. ACT was also conceived as a direct ser-
vice model, with clinicians providing most needed services
themselves rather than referring to other providers. Another
feature of the model with far-reaching influence was integra-
tion of services, which has demonstrated advantages over
brokered approaches (i.e., referring clients to other pro-
grams for many services). ACT teams integrated mental
health treatment, housing, rehabilitation, and many other
services, and tailored them to the needs and goals of each
client.

Another core feature of the ACT model was a low client-
staff ratio of approximately 10 clients per full-time ACT
practitioner. This staffing pattern permitted multiple con-
tacts each week with clients needing intensive support. In
addition, teams provided continuous coverage, responding
quickly to client emergencies, 24 hours per day, seven days
per week. Finally, ACT teams committed to long-term and

continuous care. Initially, the model promised lifelong
care.

RESEARCH ON EFFECTIVENESS

In the decades following the Stein and Test (1) study, doz-
ens of randomized controlled trials of ACT evaluated its
effectiveness for promoting community reintegration of
people with severe mental illness. Several reviews con-
cluded that ACT was more effective than standard serv-
ices in reducing hospital use and increasing community
tenure (3), and numerous practice guidelines endorsed
ACT as an evidence-based practice for the treatment of
schizophrenia (4). The impact of ACT on outcomes other
than hospital use and community tenure was less clear,
though some studies found improvements in stable hous-
ing, symptom management, and quality of life (3).

Research also began to identify the client populations for
which ACT was most effective. ACT was strongly effective
and cost-effective for clients who returned repeatedly to psy-
chiatric hospitals; conversely, it was less effective and clearly
not cost-effective for infrequently hospitalized clients (5).
Extensions of the ACT model to homeless people with severe
mental illness aimed at reducing homelessness were also gen-
erally effective, especially when integrated with evidence-
based housing models (6).

MODIFICATIONS

Although some proponents of ACT insisted on orthodoxy,
most endorsed ACT as a flexible service model that could be
augmented with other evidence-based practices to address
specific target populations and outcome domains. Over
time, many ACT teams incorporated substance abuse treat-
ments, supported employment, and family psychoeducation
(7). In addition, modified ACT teams tailored services for cli-
ents experiencing early episodes of psychosis (8), those with
borderline personality disorder (9), and those with criminal
justice histories (10). Recent attention has focused on en-
hancing the experience of recovery, especially functional
recovery and quality of life (11). Most of these augmenta-
tions have not yet been carefully studied, and in some areas
the results have been mixed, but overall these innovations
represent significant progress in defining the ACT model.
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ACT FIDELITY

Several research groups have operationally defined the
critical ingredients of ACT by developing fidelity scales.
These scales measure implementation of the essential fea-
tures of a model and enable program leaders to achieve
and maintain model standards. One widely-used scale, the
Dartmouth ACT Fidelity Scale (DACTS) (12), has been a
valid tool for determining whether programs follow ACT
principles. A more recent scale expanded the DACTS to
include greater specification of staff roles and assessment
of recovery-oriented services (11).

A meta-analysis evaluating the relationship between
ACT fidelity and reduction of hospital use employed two
broad indices measuring critical ingredients of the ACT
model: staffing (low client-staff ratio, optimal team size,
and inclusion of psychiatrist and nurse in the team) and
organization (e.g., ACT team provides care directly rather
than brokering, daily team meeting, and 24-hour access)
(13). Organization predicted significant reductions in hos-
pital use, while staffing did not. Thus, this study provided
empirical support for the organizational components of
ACT, but cast doubt on the necessity of multidisciplinary
staffing standards.

ABSORPTION IN STANDARD SERVICES

The widespread endorsement of ACT by mental health
leaders encouraged many states in the U.S. as well as other
countries to adopt it as a service model. However, several
large-scale evaluations in the U.K. failed to show any advan-
tage for ACT over standard services, leading one researcher
to conclude that ACT was effective only in communities with
inadequate community mental health systems and an overu-
tilization of psychiatric hospitals (14), precisely because stan-
dard mental health services in the U.K. had already adopted
many of the innovations pioneered by ACT. Similarly, con-
trolled trials in the U.S., particularly in good service areas,
have not consistently found better outcomes for ACT in
recent years, as the U.S. has continued to sharply reduce the
rate of hospitalization admissions and length of hospital
stays. Internationally, ACT continues to be an attractive ser-
vice model option in some nations, such as Japan (15), with
poorly developed community mental health services and
routine use of long-term hospitalizations.

CURRENT VIEWS OF THE CRITICAL INGREDIENTS
OF ACT

Current mental health services researchers believe that
the organizational features of ACT are sound, as proven by
their widespread emulation, and that any complex interven-

tion needs to be flexible over time to respond to changes in
values, context, culture, and research. Although ACT may
have lost its preeminence as the most empirically supported
of all community mental health treatment approaches (14),
its monumental contribution in providing a clear, opera-
tionally defined treatment model with extensive research
support remains exemplary. Many critical ingredients of
ACT have been assimilated into standard practice in pro-
gressive mental health systems.

Several core components of the original ACT model have
not endured. The principle of time-unlimited support – i.e.,
that clients should receive ACT indefinitely – is not evidence-
based, recovery-oriented, practical, or cost-effective, and it
has essentially been dropped and replaced with policies en-
couraging graduation (16). The multidisciplinary concept
has gradually transformed to recognize that team members
need to learn new competencies continuously as evidence-
based practices emerge.

Other limits of ACT have been acknowledged. ACT is not
well suited to rural settings, because sparsely-populated
communities lack a critical mass of service users requiring
intensive mental health services. To accommodate rural set-
tings, a Dutch hybrid service model called flexible ACT
(FACT) has embedded a short-term ACT team within a clin-
ical treatment team, providing intensive services for clients
who are in crisis, with easy transition to and from usual serv-
ices (17). Other modified versions of ACT to support transi-
tions and flexibility have been developed (e.g., 18), but no
clearly superior model has emerged.

Influenced by research on related care management
models, specifications for the critical ingredients of the ACT
model continue to expand. ACT teams now incorporate
ingredients such as a focus on recovery, shared decision
making, outcome-based supervision, strengths-based treat-
ment planning, and use of generic community resources (7).

CONCLUSIONS

ACT was the leading model of community mental health
services developed during the latter half of the 20th century.
It facilitated deinstitutionalization and enabled successful
community reintegration for thousands of people with seri-
ous mental illness. The key principles of ACT – outreach,
delivery of services in the community, holistic and integrat-
ed services, and continuity of care – continue to influence
the structure of mental health services in profound ways
over much of the world.

The structure and flexibility of ACT has permitted myriad
adaptations. Thus, ACT remains relevant for service systems
and clients with multiple needs in many settings. Complex
service models such as ACT must continue to adapt over
time, as new concepts, new environments, new stresses, and
new empirically-supported practices emerge.
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